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Abstract  

 

Introduction - Mental health is a significant public health problem, and depression and 

anxiety among mental disorders contribute to the maximum burden in India among women 

of reproductive age. The main objective of this thesis aims to identify the factors affecting 

depression and anxiety in women of reproductive age in India. 

Methodology - The author systematically searched the literature using the conceptual 

framework published by the “office on women’s health” in the United States of America. 

Databases used were PubMed, PsycINFO, Elsevier, and Vrije Universiteit Amsterdam library. 

In addition, the author retrieved relevant literature on India in English, published in or after 

2010. 

Findings - In India, the prevalence of depression and anxiety among women of reproductive 

age are interlinked to various factors such as biological factors, gender discrimination, 

stigma, poverty, violence and abuse. This problem is further aggravated by contributing 

factors such as low mental health literacy, high out-of-pocket expenditure for treatment, 

and lack of availability of mental health workers and services. On the other hand, education, 

financial independence, and peer and familial support were found to impact women’s 

mental well-being positively. 

Discussion - Vulnerable phases in women’s life interlinked with environmental factors 

contribute highly to the risk of common mental disorders in women of reproductive age. 

There are health system-based shortages and issues which increase the treatment gap. 

Policymakers must address poverty and gender equity and focus on stigma at all levels. 

Intersectoral collaboration and community-level interventions are required for mental 

health screening, awareness and promotion across India.  

 

 

Keywords - “Depression”, ”Anxiety”, “Women of reproductive age”, “Mental disorders”, 

“India”  
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Glossary Of Terms  
 

“Anxiety disorders - Anxiety and fear-related disorders are characterised by excessive fear 
and anxiety and related behavioural disturbances, with symptoms that are severe enough to 
result in significant distress or significant impairment in personal, family, social, educational, 
occupational, or other important areas of functioning.” (1) 

“Common mental disorders (CMDs) refer to two main diagnostic categories: depressive and 
anxiety disorders. These disorders are highly prevalent in the population (hence why they 
are considered ‘common’) and impact the mood or feelings of affected persons; symptoms 
range in terms of their severity (from mild to severe) and duration (from months to years). 
These disorders are diagnosable health conditions and are distinct from feelings of sadness, 
stress, or fear that anyone can experience from time to time in their lives.” (2) 

“Depressive disorders are characterised by depressive mood (e.g., sad, irritable, empty) or 
loss of pleasure accompanied by other cognitive, behavioural, or neurovegetative symptoms 
that significantly affect the individual’s ability to function. Depression can be long-lasting or 
recurrent, substantially impairing an individual’s ability to function at work or school or cope 
with daily life. At its most severe, depression can lead to suicide.” (1,2) 

“Disability-adjusted life years (DALYs) - One DALY represents the loss of the equivalent of 
one year of full health. DALYs for a disease or health condition are the sum of the years of 
life lost due to premature mortality (YLLs) and the years lived with a disability (YLDs) due to 
prevalent cases of the disease or health condition in a population.” (3) 

“Gross domestic product (GDP) is the average per capita market value of the sum of gross 
values added of all resident institutional units engaged in production, for a given national 
economy, at a given period. Usually, a year, expressed in international dollars using 
purchasing power parity rates.” (3) 

“Pre-Menstrual Syndrome (PMS) is characterised by cyclic emotional, physical, or 
behavioural symptoms such as mood alterations, psychological changes, fluid retention, 
neurologic changes, gastrointestinal changes, pelvic heaviness, or dermatological changes 
affecting women in the luteal phase of the menstrual cycle that interfere with an individual's 
lifestyle.” (1) 

“Premenstrual dysphoric disorder (PMDD) - A pattern of mood symptoms (depressed 
mood, irritability), somatic symptoms (lethargy, joint pain, overeating), or cognitive 
symptoms (concentration difficulties, forgetfulness) that begin several days before the 
onset of menses, start to improve within a few days after the onset of menses and then 
become minimal or absent within approximately 1 week following the onset of menses.”(1) 

“Postpartum depression (PPD) - A syndrome associated with pregnancy or the puerperium 
(commencing within about six weeks after delivery) that involves significant mental and 
behavioural features, most commonly depressive symptoms. The syndrome does not 
include delusions, hallucinations, or other psychotic symptoms.”(1) 
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“Post-traumatic stress disorder (PTSD) may develop following exposure to an extremely 
threatening or horrific event or series of events. It is characterised by all of the following: 1) 
re-experiencing the traumatic event or events in the present in the form of vivid intrusive 
memories, flashbacks, or nightmares. 2) avoidance of thoughts and memories of the event 
or events, or avoidance of activities, situations, or people reminiscent of the event(s); and 3) 
persistent perceptions of heightened current threat.” (1) 

“Women of reproductive age (WRA) is a group of women in age  between 15 and 49 
years.”(3) 
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Introduction  
 

As a medical doctor, I have worked in diverse fields, including Obstetrics, Palliative care and 
Psychiatry. Within psychiatry, I have worked in settings including psychiatric rehabilitation 
centres, deaddiction centres and emergency care for over five years in India. I have engaged 
with doctors, nurses, psychologists, and community workers in the mental health field.  

I have interacted with people with mental health problems during this period and tried to 
understand the factors affecting them from a medical perspective. However, mainly through 
my experiences working with women patients, I noticed that beyond medical science, there 
are other factors which affect them. 

Though the burden of mental health disorders has always been there, I believe it has 
recently gained more momentum during the COVID-19 pandemic. Also, I think governments 
and organisations have started to focus more on mental health services and the mental 
well-being of the general public. 

When I joined the Master’s programme, I wanted to explore the above-stated factors with a 
much more comprehensive view. Learning the social determinants of health through the 
curriculum gave me a perspective to examine health problems from various spheres. This 
led me to choose the thesis topic of “identifying the factors affecting depression and anxiety 
in women of reproductive age in India”.   

I believe this study will provide a holistic view of the necessary policy changes and 
recommendations that would be women-centric and beneficial for their mental well-being. 
Also, I hope this study will serve as a call to reflect upon women-focused mental health 
programs and provide a shift in thought towards women’s mental health in India. 
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1 Background 
 

This chapter describes a brief overview of mental health in the global context and the 
background of India from a geographic, demographic, economic, and health system 
standpoint.  

1.1 Global Context 
 
According to "World Health Organisation (WHO)", "Mental health is a state of mental well-
being that enables people to cope with the stresses of life, realise their abilities, learn well 
and work well, and contribute to their community. It is an integral component of health and 
well-being that underpins our individual and collective skills to make decisions, build 
relationships and shape our world." (4) 
 
Globally, in 2019 an estimated 13% of the world population (970 million cases) were 
affected by mental disorders. There was more prevalence of mental disorders in women 
when compared to males (approximately 52% and 48%, respectively). Mental health 
conditions affect all areas of life, including education, relationships, family and finally, the 
contribution of people to the community. Globally, the overall burden of these mental 
health conditions is estimated to be US$1 trillion annually. (5,6) 
 
The most recent WHO estimates show that about 80% of people experiencing mental health 
conditions have no or poor access to quality and affordable health care. Additionally, mental 
disorders were one of the top ten major causes of "Disability Adjusted Life Years (DALYs)" in 
2019. There is an increase in global suicide mortality (800,000 per year), which is about 2% 
of total deaths due to all mortalities, the eighteenth leading cause of death in 2019. (7) 
 
Of the global mental health burden, 70% occurs in Low Middle-Income Countries (LMICs), 
and the treatment gap is at 90%. Even with increased advocacy of mental well-being and 
initiatives undertaken by WHO, the global median expenditure for mental health care 
stands at less than 2% of a country's total health care expenditure per capita. (7,8) The 
poorly resourced health care services and mental health education in the LMICs need more 
focus to reduce this gap and ensure better mental health well-being. (9) 
The global DALYs (Figure 1) for most age groups show that depressive and anxiety disorders 
cause the most significant burden. Compared to males, regardless of age, females have 
more disease burden. (10) 
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Figure 1: Global DALYs by mental disorder, sex, and age, 2019 (10) 

1.1.1 Common Mental Health Disorders  

 

WHO defines “Common Mental Health Disorders (CMDs) as depressive and anxiety 
disorders” due to more prevalence of these disorders worldwide (69.2% of any mental 
health disorder). They impact a person with stress and sadness, and these symptoms can 
range from mild to high severity. (2) Since the inception of the COVID-19 pandemic 
(between 2020 to 2021), the global prevalence of CMDs has grown by more than one-
fourth. In addition, people’s mental well-being was affected due to the downstream impacts 
such as economic recession, lockdowns for extended periods, panic and confusion created 
by the news and governmental agencies regarding rules and regulations, and loss of income. 
(11,12)  

 

Figure 2: Global DALYs by mental disorder, sex, and age, 2020 (13) 
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Figure 2 depicts the additional burden increase (baseline refers to pre-pandemic, 
‘additional’ refers to during the pandemic) on women due to depression and anxiety. Social 
and economic consequences such as additional responsibility for household activities due to 
illnesses within the family or care of children due to school shutdowns and lower financial 
and employment security were the primary factors associated with this increased burden. 
(13) 
 

1.2 Indian Context 
 

1.2.1 Geography  
 

India is the biggest country in Southern Asia, with a highly diverse geography. India’s land 
area is 3,287,259 km². India has a coastline of 7,000 km. There are eight neighbouring 
countries of India, namely Bangladesh, Bhutan, Myanmar, China, Nepal, Pakistan, and Sri 
Lanka. It is the seventh-largest country (area) in the world. India comprises twenty-eight 
states and eight union territories (Figure 3), further divided into districts. (14) 

 

Figure 3: India map with states and union territories (15) 
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1.2.2 Demography  
 

India’s population is approximately 1.3 billion, with a population split between urban and 
rural regions being 35% to 65%, respectively. The population density per km² is 419. The 
male-to-female ratio stands at 940 females per one thousand males. The average annual 
population growth rate is 1.64 per cent. The life expectancy for males is 68.7 years, and that 
of females is 71.2 years. As of 2020, the percentage distribution of the population for 
children (0-14 years), youth and adults (15-64 years), and senior citizens (65 years and 
above) are 26.16, 67.27 and 6.57, respectively. (14,16,17) 

Based on the census 2021 of India, the following is the distribution of males to females in 
various age groups in India. Of the total population, the females in the reproductive age 
group accumulate to 25.91%. Therefore, this age group constitutes more than 53% of the 
entire female population of India (Table 1).  

Table 1: Male to female distribution per age group in India, 2020 (18) 

Age group (in years) Male Female 

0-14 188,390,568 170,818,028 

15-49 398,142,252 361,149,239 

Above 50 137,440,617 137,468,329 

 

Hinduism is India's biggest religion, constituting about 80.5%, followed by Islam at 13.4%. 
Christianity, Sikhism, Buddhism, and Jainism are the other religions that comprise the rest of 
the 6.1% of the population. The total literacy rate of India is 74%, of which the males have a 
literacy rate of 82% while females have 65%. (18) 

1.2.3 Economy 
 

India is a middle-income developing market economy. It is the fifth largest economy, with a 
nominal “Gross Domestic Product (GDP)” of US$3.535 trillion and a GDP per capita of 
$2,515. As of 2020, agriculture contributes 18.32% of GDP, while the service industry 
contributes 55% of the GDP. Tourism generates approximately 9% of the GDP. Despite the 
forecasted increase in the economy’s overall growth rate for the upcoming years, India still 
has 97.7 million people living in poverty. Women, children, and other marginalised groups 
suffer the most due to poverty in India. Females account for fifty-three million, while males 
account for forty-four million. (19,20,21) 

1.2.4 Health system  
 

India's health system has two key sectors: public and private. The private sector includes 
both for and non-profit organisations. As perceived by the Indian population, the private 
sector provides quality care through secondary and tertiary hospitals, focusing on urban 
areas. Public health focuses on primary healthcare in villages but includes secondary and 
tertiary care in cities. The public health system is free for the people of India. Still, people 
end up using private care (70%), thus increasing out-of-pocket expenditure, which makes it 
difficult in terms of affordability. As most healthcare is in cities, it leads to uneven 
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distribution and makes it difficult in terms of accessibility, especially for rural populations. 
(22) 

With the already existing burden of infectious diseases in India, there is also a growing 
burden of non-communicable diseases. Post-Covid 19, the government increased health 
expenditure to 1.8% in 2021 compared to 1.2%-1.6% in the previous years to tackle this 
burden. However, it is still low and insufficient even considering the “Nation Health Policy” 
target of 2.5%. Public expenses are at 32.8%, and out-of-expenditure is more than 60%. 
(23,24,25) 

India has a decentralised public health care system. The health system in India is looked 
after by both central and state governments, which work under the health ministry. A 
unique approach is seen where the ministry of defence and railways has its hospitals and 
dispensaries and comes under the public sector. The private sector is categorised into for-
profit and non-profit sectors, as seen below in Figure 4. (22) 

India has revised the mental health care act and introduced a new one in 2017. This new act 
stressed integrating mental health care services in the public sector at all levels (rural and 
urban). The specific responsibilities of the health centres at the community level, primary-
health level, sub-central level, and central are well defined. Nevertheless, primary health 
services’ contribution to mental health treatment is still vague. (26) 

From an insurance coverage standpoint, public and private mental health insurance have 
gained momentum post-2019. Most government and private insurance companies only 
partly cover the costs of treating mental health disorders, explicitly covering only the 
expenses related to hospitalisation. The additional costs of pre-and post-hospitalisation, 
counselling and behaviour therapy services are not covered under these insurances. (27) 

 

Figure 4: Health care system in India (22) 
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2 Problem Statement and Justification 
 

Globally, one out of five women faces CMDs. Also, one in every three women faces violence 
or abuse. The factors such as poverty, wage gap, discrimination and violence affect women 
disproportionality, which leads to the risk of an increase in mental disorders and attempts of 
suicide among them. Evidence-based on the 2021-WHO report suggests that among women 
aged between 15-49 years, who have been in a relationship, over 23% experienced abuse. 
Three-quarters of mental health problems start early in women, and this group have 
emerged as the highest-risk group. (28,29,30) 

Global studies noted that decreasing structural inequality, stigma, discrimination and 
promoting interventions involving "Person(s) with lived experience" are some of the key 
opportunities and challenges to prevent mental disorders. Despite the medical health 
policies and guidelines, globally, only a minority of “People With Mental Illnesses (PWMI)” 
receive treatment. This gap increases further in LMICs. (4,31) 

Based on India's global burden of disease data, as of 2019, the prevalence of mental 
disorders was approximately 188 million (13.8%). Of this, females accounted for about 95 
million (51%). Furthermore, the total number of DALYs due to mental disorders in women in 
India was 11.2 million. Between 1990 and 2019, the percentage of mental disorders in 
females' total DALYs nearly doubled (2.4 to 5). More than 60% of the DALYs were due to 
depressive and anxiety disorders in females, as shown below in Figure 5. (5,32) 

 

 

Figure 5: Percentage of total DALYs due to mental disorders in females, India, 2019 (5) 

In India, the number of reported suicide cases is on the rise. There was an 8.7% increase in 
2020 in comparison to 2019. With the female to male comparison, the ratio of suicide 
victims was 2.4 times more in females. Within women, in the year 2020, there were 44,498 
cases of suicide victims, and 66.3% were in the age group of 18 to 45  years. Depressive 
disorders are one of the positively associated factors for this increase in suicide mortality in 
India, with slightly more in women. (32,33) 
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WHO defines “women between 15 and 49 years as women of reproductive age (WRA)”. In 
India, women spend most of their life span during these reproductive years. These years 
define essential milestones in women spanning from the start of puberty to menopause. 
The total DALYs of depression and anxiety in WRA are about 63% and 68%, respectively. 
(Table 2 and Table 3). (5,34) 

Table 2: DALYs due to depression in females India, 2019 (5) 

Age group Number of DALYs Percentage of total DALYs 

All ages 4,821,231.68 100 

0-14 years 97,644.97 2 

15-49 years 3,022,782.70 63 

Above 50 years 1,700,804.01 35 

 

Table 3: DALYs due to anxiety in females India, 2019 (5) 

Age group Number of DALYs Percentage of total DALYs 

All ages 2,318,166.17 100 

0-14 years 192,546.94 8 

15-49 years 1,582,307.60 68 

Above 50 years 543,311.63 24 

 

Indian culture has a history of men occupying dominant roles while women tend to settle 
for inferior roles. Since birth, males have had fewer social constraints as compared to 
women. A girl's upbringing is more stringent and rigorous, and their disempowerment starts 
early in life. Therefore, women are confronted with more impediments than men regarding 
autonomy. Gender roles for Indian women restrict and nurture dependency. Exploring these 
factors and whether they affect an increase in depression and anxiety risk will considerably 
enhance research on women's mental health. (35) 

In its recent 13th general programme of work, WHO has identified and accelerated the 
implementation of specific initiatives on mental health. This programme focuses on 
universal mental health coverage (2019-2023). Although the focus is on the twelve priority 
countries covering 100 million people, India is not on the list. These initiatives demonstrate 
their contribution to broader sustainable development goals in future, and nations not on 
this list could also adapt from them. (7) 

When health policies around the globe for women's health are defined, there is a tendency 
to associate the well-being of women with that of offspring, the family, and the community. 
Even though this perspective is well established, and arguably women's health impacts 
society positively, a common focus among health policy decision-makers is too often to 
emphasise maternal and child health. The challenge in recent years has been a need to 
define women's health beyond maternal health. (36) 

Post-independence in 1947, India recognised society's increasing burden of mental 
disorders. As a result, after deliberation for years, in 1982 National Mental Health 
Programme (NMHP) was started, which primarily focused on treating mental disorders. 
Later, it was launched at the district level as District Mental Health Program (DMHP) to 
overcome its limitation of reaching everyone and help further scale up the program across 
all regions. (37) 
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Nevertheless, after the revised Mental Healthcare Act was introduced in 2017, the NMHP 
was also enhanced. This act aimed to provide mental health care that is affordable and 
equally available to all people without prejudice. Some key aspects of this healthcare act 
focus on equity, integrated and evidence-based health care, quality care, governance and 
effective delivery, and a comprehensive approach to mental health. (38,39) 

Since the introduction of the "Reproductive Child Health Program" in India in 1997, the 
focus has primarily been on pregnancy care and family planning. Last five years, with the 
introduction of programs such as "Pradhan Mantri Matritva Vandana Yojana" and "Pradhan 
Mantri Surakshit Matritva Abhiyan", the focus lies on women and their pregnancy care. 
Furthermore, as noted in Tables 2 and 3 above, even with the high burden of depression 
and anxiety among WRA, there have been no specific national mental health programs 
introduced for WRA and no provisions made in the National Mental Health Policy, 2017 
about this from a resource and monetary allocation standpoint. (34,40) 

Despite government policies and efforts, there are still considerable gaps in the availability 
and addressing of mental health issues from a treatment gap, prevention, and promotional 
perspective. Social stigma, human rights abuses, and lack of health literacy about mental 
illness symptoms result in inhumane practices by unlicensed and untrained practitioners. As 
most rural people depend on local public health facilities for mental health treatment, the 
lack of access to these facilities is becoming a challenge. (41) 

Based on "National Mental Health Survey" (NMHS) 2017, the treatment gap for mental 
disorders in India was identified as more than 80%. Due to the ongoing COVID-19 pandemic, 
the mental health treatment gap has further widened, resulting in increased health burden 
and morbidity. This increasing burden and treatment gaps have forced the government to 
understand the need for strengthening mental health services post-pandemic. Mental 
health was given 0.8% of the total health budget for the first time in 2021-2022. (42,43) 

Research on global mental health studies till 2015 shows that most of the contribution is 
from high-income countries (approximately 88%) compared to LMICs (about 1%). Most 
recently, the WHO also noted that in 2019 alone, the contribution from high-income 
countries was 8% compared to LMICs, which was 3.9%. It shows that more research 
contributions are needed from LMICs, which includes India. (44,45) 

Although I acknowledge that women of all ages are affected by mental health illnesses, and 
there have been studies focusing on women's mental health in India, these studies often 
focus on one specific determinant. Additionally, these studies provide an overview of the 
determinants with a limited focus on health policy and recommendations needed to 
enhance women's mental health. With the existing challenges noted above being 
considered and the little literature available in India focusing on depression and anxiety 
among WRA, including individual, social, protective, and systemic factors, this review is 
essential. This literature review will add to the existing knowledge on factors that affect the 
mental health of WRA in India. This review's findings will provide a crucial view of the 
enhancements that need to be made to the existing policies to promote better well-being 
and increased focus on mental health among WRA in India. 
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3 Study Objectives  
 

General Objective : 

To identify the factors affecting the CMDs in women of reproductive age in India and 
provide recommendations to policymakers to improve mental health programs. 

Specific Objectives: 

1. To describe the individual factors influencing the mental well-being of women of 
reproductive age in India. 

2. To identify environmental and protective factors affecting mental well-being among 
women of reproductive age in India. 

3. To study and identify the gaps in the existing mental health system, policies and 
interventions available for WRA in India to seek mental health care. 

4. To formulate recommendations for policymakers and stakeholders based on the findings 
to improve the current policies, reduce the treatment gap and promote mental health for 
women in India. 

4 Methods 
 

This study reviewed academic literature in alignment with the objectives. The search 
engines Google, Google Scholar and Semantic scholar and databases PubMed, PsycINFO, 
Elsevier, Vrije Universiteit Amsterdam library, Wolters Kluwer-Medknow and Embase were 
used for searching the peer-reviewed literature. Peer-reviewed literature was also explored 
on the Indian Journal of Psychiatry website. Individual search strategies were developed for 
each objective, aligned with the domain's conceptual framework, and the searches were run 
correspondingly. The detailed search strategies are described below (4.2 Search Strategy, 
terms, and combinations). Other applicable articles are searched from the reference list of 
the peer-reviewed literature using the snowball method. Relevant grey literature reports 
and data were also used from the "Ministry of Health and Family Welfare of India", 
"Institute for Health Metrics and Evaluation (IHME)", "The United Nations", and the "World 
Health Organization (WHO)". 

4.1 Inclusion and exclusion criteria 
 

Inclusion criteria 

Journals, reports, articles, and guidelines on women's and girls' mental health and the 
mental health services available in India published in or post-2010 in English were included. 
All the literature, which included women of reproductive age (15-49 years), was used. In 
addition, literature from LMICs and global studies were included to show the similarity in 
the context of the findings. However, only literature with full text was included. 

Exclusion criteria 

Literature in non-English language and published before 2010 were excluded from this 
thesis. Also, literature focusing on mental health but not specifically CMDs were excluded, 
and the literature without full-text publication was excluded. 
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4.2 Search Strategy, terms, and combinations 
 

As shown in the search table, keywords included women, females, girls, adolescents, 
depression, anxiety, mental disorders, mental health and mental illness. The keyword 
combinations are shown below in the table. This keyword combination was then further 
connected with the corresponding factors aligned with specific objectives, and geographic 
areas were connected using the Boolean operator “AND”. Finally, the search terms within 
each factor were used with the Boolean operator “OR”. The detailed search strategy is 
described below. 
 
Keyword - 
Combinations 

 
 

AND 

Specific Objective 1 - Individual 
Factors 

 
 

AND 

Geographical area  

(“women” OR 
“females” OR “girls” 
OR “adolescents”)  

AND  
(“depression” OR  

“anxiety” OR “mental 
disorder” OR “mental 
health” OR “mental 

illness”) 

(“biological” OR “oestrogen” OR 
“life-span” OR “cortisol” OR 
“thyroid” OR “puberty” 
“adolescence” OR “premenstrual 
syndrome” OR “premenstrual 
dysphoric disorder” OR 
“postpartum” OR “peripartum” 
OR “perimenopausal”) 

(“global” OR “India” 
OR “Asia” OR “low 
middle-income 
countries”) 

  

Specific Objective 2 - 
Environmental and Protective 
Factors   

(“gender role” OR “culture” OR 
“discrimination” OR 
“socioeconomic status” OR “living 
conditions” OR “social media” OR 
“climate change” OR “trauma” OR 
“domestic violence” OR “intimate 
partner violence” OR “child 
abuse” OR “stigma” OR “health 
literacy” OR “education” OR 
“family support” OR “physical 
activity” OR “coping skills”) 

  

Specific Objective 3 - System 
Based Factors  

(“mental health literacy” OR 
“mental health system” OR 
“human resources” OR 
“affordability” OR “accessibility” 
OR “insurance” OR 
“infrastructure” OR “mental 
health programme” OR “digital 
initiatives” OR “intervention” OR 
“policy”) 
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4.3 Framework 
 

Various conceptual frameworks have been developed to understand the dynamic 
interrelatedness among different determinants contributing to mental health. I examined 
other frameworks to describe the determinants of mental health in Indian women. Three 
conceptual frameworks were considered for analysis. First, a novel conceptual framework 
related to “social and cultural determinants of mental disorders and the Sustainable 
Development Goals” (SDGs) (46); second, an adapted framework of Dr Urie 
Bronfenbrenner’s Socio-Ecological Model focusing on Mental Health and Well-being (47) 
and third a “conceptual framework of issues affecting the mental health of women and 
girls”. (48) 

During analysis, it was concluded that the first two models above did not align entirely with 
the review’s objectives. The first framework in correlation with the SDGs focused only on 
determinants of mental health. However, the framework was missing the policy spectrum 
needed in alignment with the objectives of this review. The second framework, an adapted 
version of the ecological model, covers aspects of the objectives but is not specifically 
women-centred. Finally, the “conceptual framework of issues affecting the mental health of 
women and girls” was chosen in alignment with this review’s objectives.  

 
Figure 6: “Conceptual framework of issues affecting the mental health of women and girls”, 2008 (48) 

The above-shown visual depiction of the conceptual framework (Figure 6) was proposed as 
part of the “Action steps for improving women’s mental health” by the “office on women’s 
health” in the United States of America in 2008. The action steps identified eight clusters 
concerning women’s and girls’ mental health issues. The detailed components of the 
framework are available in Appendix A. 
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The framework proposes vital cross-cutting issues and recommendations about women’s 
and girls’ mental health. Individual factors consisted of two clusters, i.e., biological and 
developmental factors and specific mental disorders. Biological and developmental factors 
focus on the biological factors related to women and girls throughout their lives. With this 
life span approach, the focus was to understand the sex differences in correlation with high-
risk periods and the neurobiological aspects affecting women’s mental health. It was noted 
that biological differences between men and women could be associated with mental 
disorders. It was identified that it is essential to understand the above two elements before 
moving to the environmental factors as there is a substantial overlap between biological 
and ecological conditions. Specific mental disorders focused on the most common mental 
illnesses associated with identifying high-risk periods explicitly in women. 

The framework emphasises that environmental factors are one of the most vital aspects to 
understand regarding women’s mental health. It is grouped into two clusters. The first 
focuses on how social stigma, gender discrimination, SES, lack of awareness, living 
conditions, displacement, and social media affect mental health in women. The other 
cluster explains how early trauma in childhood, violence be it physical (intimate partner or 
conflict-induced), or sexual and emotional abuse in various stages of life has long-term 
impacts on women and girls. 

The next factor and cluster are about protective and resilient factors within the community 
or individuals. These factors help women with better coping strategies against stress and 
mental disorders. The last factor is system-based which focuses on the mental health 
services of a country. It is categorised into three clusters. First is the health system, where 
low health literacy and awareness about women’s mental health issues among the general 
population, physicians and other healthcare professionals was identified as critical barrier. 
The second cluster talks about the treatment gap attributed to accessibility and 
affordability. Finally, the third cluster identification and intervention issues are regarding 
policies specific to women-centric mental health.  

Although the framework covers various mental disorders and is based on the United States 
action plan for women’s mental health, in this review, this framework is used to focus on 
WRA in India and all the appropriate elements associated with depression and anxiety, i.e., 
CMDs, are included. Furthermore, from a health system standpoint, as this framework was 
developed and structured majorly from problems faced in the United States of America, a 
developed country, in this review, the additional elements of health system resources, and 
financing in India, which is an LMIC, will also be discussed. (48) 
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5 Findings 
 
This chapter explored individual, environmental and system-based factors affecting the 
mental health of WRA using the conceptual framework. The findings started with individual 
characteristics, extended to environmental factors, and later focused on protective factors. 
Finally, the health system, policy and interventions were studied.   

5.1 Individual Factors  
 

This section describes vital biological factors, developmental factors and specific mental 
disorders that affect mental health in WRA. 

5.1.1 Biological Factors  
 

5.1.1.1 Hormones  

Scientifically it is known that oestrogen is a mood-affecting hormone found in women. In 
women, the fluctuations of oestrogen levels correlate to the incidence of depression and 
other mental illnesses during their life span. As shown below (Figure 7), the first episode of 
depression may occur with the onset of puberty as oestrogen increases. Subsequently, more 
risk phases are observed during the reproductive years during postpartum and 
perimenopausal periods. (49,50) 

 

Figure 7: Risk for development of depression in women over the life span (49) 

In India, as shown below (Figure 8), a similar trend is associated with CMDs, where the 
DALYs peak between the age of 15-49. (5) 

 

Figure 8: Percentage of depressive and anxiety disorder DALYs in women’s life span, India, 2019 (5) 
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Any form of physiological or psychological stress releases cortisol, the stress hormone. This 
stress hormone imbalance in females leads to depression and other mental illnesses. 
According to a longitudinal study conducted in India among undergraduate students, 
cortisol levels were high in women and low in perceived stress responses during stressful 
events. The primary reason was stress due to studies and exams. The study notes that 
coping mechanisms between men and women differ in stress. Also, it affirms that studying 
hormones for future research is essential to understand sex differences and address mental 
health among the young population. (51,52) 

Looking further at postpartum depression, a study conducted in Bengaluru, Southern India, 
found that elevated maternal cortisol levels were associated with postpartum depression. 
These findings were consistent with other global studies from Malawi and China. (53) 

Thyroid hormone has associated actions with the human brain, and dysfunction results in 
psychiatric disorders. Studies conducted in various regions of India on thyroid patients 
reported CMDs prevalence among them. Also, these studies found a positive correlation 
between fluctuating thyroid hormones and perception of stress among WRA. An association 
between hypothyroidism and cortisol and depression was also noted. The range of 
depression found in these studies was between 10.7% to 64.2%, and anxiety ranged from 
13.3% to 65.72%. Sample size, study type, and thyroid level among patients are influencing 
factors for the varied range of CMDs noted above. A similar study in Iran showed that 
hypothyroid patients are susceptible to depression. It was also recommended that these 
thyroid patients should be screened for depression. (54,55,56,57) 

5.1.2 Developmental Factors 
 

5.1.2.1 Adolescence 

According to research conducted in LMICs, it was observed that depression in girls rises 
sharply during adolescence. The probability of depression is 5% in the early adolescent 
stage, significantly rising to 20% by the end of youth. The contributors and associated 
factors were directly linked to physical changes during puberty, changes in brain circuits, 
and hormonal-related stress factors in girls. (58) 

In India, two cross-sectional studies conducted in the Eastern and Southern regions found 
that adolescent girls are more prone CMDs than boys. In the first study, the percentage of 
depression in girls was 12.5% compared to 4.3% in boys, and in the second study, 49.3% of 
females showed anxiety, and 40.7% showed depression. The observations of these studies 
align with the above research on LMICs and show hormonal changes are the leading factors 
associated with depression in girls. In addition, the findings also suggest that education, low-
socio-economic status (SES), work at home, and the fear of being married at a younger age 
were significant factors for CMDs. (59,60) 

A comparative study of married and unmarried adolescent girls in the urban slum of Delhi, 
Northern India, showed that about 85% of married girls and about 26% of unmarried girls 
were prone to CMDs. Among married girls, the risk of CMDs was due to conflicts with in-
laws, adjustment to new homes, less independence and identity crisis. The study did not 
analyse the risk factors of CMDs among unmarried girls. (61) 
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5.1.3 Specific Mental Disorders 
 

5.1.3.1 Premenstrual syndrome and Premenstrual dysphoric disorder  

Based on a systemic review done in India in 2021, it was found that pooled prevalence 
estimates of premenstrual syndrome (PMS) ranged between 14.4% and 74.4%. Also, pooled 
prevalence estimates of premenstrual dysphoric disorder (PMDD) are between 3.7% and 
65.7%. The associated factors for this prevalence were age (adolescence), stress, and 
environmental factors. (62) 

In a review done across all states and regions in India in 2021, the prevalence rates of PMS 
and PMDD among adolescent and young women were noted below (Table 4). 

Table 4: Prevalence rates of PMS and PMDD in India, 2021 (64) 

Region - India PMS (%) PMDD (%) 

Northern 22 4 

Eastern 62 -* 

Central  50 14 

West 11 6 

Southern 51 5 

‘* No studies have been found in the eastern region since 2015 

 

The common risk factors associated with PMS and PMD in the above studies were diet and 
physical activity. Also, the most prevalent symptom associated with PMS and PMDD in these 
studies was stress and anxiety. The review further noted that studies were done in Iran, Sri 
Lanka, and Pakistan and found the prevalence of PMS and PMDD higher than in India. The 
study did not note the risk factors associated with the prevalence in these countries. (62,63) 

5.1.3.2 Postpartum/Perinatal Period 

5.1.3.2.1 Depression  
 

According to an analysis conducted on 565 global studies in over 80 countries, the 
prevalence of postpartum depression (PPD) globally was 17.22%. The prevalence rates 
varied based on different factors: marriage, spousal support, living conditions, and literacy. 
In this analysis, fourteen studies from India were included, and the prevalence of PPD was 
18.8%. Although it was one of the comprehensive studies on PPD at the global level, fewer 
studies from LMICs were included due to a lack of research in these countries. (64) 

In India, a critical review of ten cross-sectional and cohort studies conducted in all regions 
between 2015-2020 identified that the aggregated prevalence of PPD was 22% among 
Indian mothers. The highest prevalence was detected in the Southern part of India, with 
26%. These findings were similar to a systemic review that analysed thirty-eight studies. In 
these studies, the factors affecting PPD were financial status, family history of psychiatric 
illness, domestic conflicts, high-risk pregnancies, and labour complications. (65,66) 

In addition to the factors noted earlier in the studies, motherhood at a young age and the 
risk of PPD increase have been observed in three studies conducted in the Northern and 
Western regions of India. The cross-sectional studies showed 29% and 48.5% prevalence of 
PPD among women; however, the longitudinal study showed a 12.8% prevalence. (67,68,69) 
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Perinatal depression (PD) was estimated to be 24% in the rural population based on a 
community survey conducted in Bihar, Eastern India. On the other end, an analysis done in a 
hospital setting in Punjab, Northern India, showed a prevalence of 14% during the 
peripartum period. Related risk factors were similar to the studies above. Interestingly, 
these two studies found an additional risk factor of the pressure of giving birth to a baby 
boy. (70,71) 

5.1.3.2.2 Anxiety 
 

According to multiple hospital-based observational studies conducted in different regions of 
India, pregnancy-related anxiety was observed at 78.5% (Southern), 55.7% (Southern) and 
20.9 % (Northern). The possible associated factors correlated to this prevalence are 
hormonal changes, history of mental illness, and other environmental factors. These studies 
used different anxiety scales as instruments in different regions, which may have resulted in 
varied prevalence rates. Additionally, the studies are not representative of the general 
population. Similar associated factors were found in another community-based study 
conducted in Northern India, and anxiety prevalence was at 63% among pregnant women. 
(72,73,74,75) 
 

5.1.3.3 Perimenopausal Depression and Anxiety 
 

Perimenopause is one of the transitional phases causing disturbances from a reproductive 
and metabolic standpoint. Oestrogen levels fluctuate during this phase, increasing the risk 
of CMDs. This correlation was observed in a meta-analysis report on studies across India, 
which showed that pooled prevalence of depression in perimenopausal women was 53.17%. 
Higher prevalence was found in the Western and Northern regions of India. Similarly, in 
three other studies conducted in Western and Northern India, the prevalence of depression 
among the study populations was 31% (Western), 28% and 57% (Northern), while anxiety 
symptoms were observed in 7% (Western), 15% and 17% (Northern). Although the risk of 
vulnerability to CMDs increase primarily due to the perimenopausal phase, additional 
contributing factors noted in these studies were chronic medical conditions, lower 
education, low SES, family history or history of depression, and unemployment. 
(76,77,78,79)  
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5.2 Environmental Factors  
 

In this section, how the social stress factors affect CMDs in WRA are first discussed. Later 
the role of stigma and how it affects women with mental illnesses are analysed. Finally, the 
effects of violence and abuse on the mental health of WRA are discussed. 

5.2.1 Social Stress Factors and Stigma  
 

5.2.1.1 Socio-economic status, living conditions and unemployment 

Global studies have established a positive correlation between poverty and CMDs. It was 
also noted that there is a disproportionate disadvantage associated with poor people when 
it comes to suffering the consequences of depression and anxiety. Studies have also 
indicated that women face more effects of poverty, and subsequently, mental health 
illnesses are more prevalent among them. Furthermore, inadequate housing and 
homelessness are vital factors associated with CMDs in LMICs. (46,80) 

In India, a population-based study conducted in rural India found that low SES, low standard 
of living, and low education are some of the associated factors for CMDs in women. 
Although the largest in rural settings, the study only consisted of married women between 
15-39 years and only considered one woman per household. (81) 

Similarly, a mental health survey project conducted in rural Andhra Pradesh, Southern India, 
found that unemployment and poverty were significant factors causing depression and 
anxiety in women. Depression in women was 1.42 times more, whereas anxiety was 1.34 
times more in men. (82) 

Additionally, a mixed-methods study conducted in slums of Mumbai, Western India, found 
that 26.7% of females were prone to severe CMDs. Also, 24.8% of females were 
unemployed, and 48.6% of females earned less than $2 per day. The factors of confined 
living space, displacement, poor housing conditions and poor-quality homes, homelessness 
and inadequate water access, were associated with mental stress and illnesses in this 
community. (83) 

A qualitative study also found the above-noted factors of unemployment and low SES to 
cause depression among women. The study also observed conflicts in the family and the 
burden of caring as other risk factors. Another narrative review on associated psychosocial 
factors and CMDs shows similar findings and added that the regular denial of independence 
and constant barriers for women to join the occupational sector have made women more 
prone to CMDs. (35,84) 

5.2.1.2 Covid-19 (Pandemic) 
Survey studies in India across several states noted that during the pandemic, it was 
distressing for women who were homemakers or were from the working class. Most 
working-class women felt socially accepted gender roles made it difficult to manage 
household chores, care for the old, tutor children, and do everyday office work. The 
lockdown policy by the government for longer durations led to food insecurity and declining 
mental health leading to stress, depression, and anxiety. With the larger extent of days 
women spent in lockdown and social isolation, it was noted that the likelihood of an 
increase in depression, anxiety and exhaustion was 38%, 44%, and 73%, respectively. (85,86) 
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A review was done to study the pandemic's effect on women in the year 2021, which 
included twenty-seven cross-sectional survey studies and found the prevalence of 
depression ranged from 2% to 49% and anxiety from 2.5% to 55%. This varied range is due 
to the different study populations and the sample sizes. In some studies, there were more 
female participants as compared to others. However, the author noted that in the majority 
of the studies reviewed, women had more prevalence of CMDs during the pandemic due to 
factors such as an increase in household chores, more care time for children and elderly at 
home, and increased inpatient care time for working women (nurses). (87) 

5.2.1.3 Climate  
The climatic change increases mental distress among people, and extreme events like 
drought, floods or heat waves can trigger stress, a risk factor for CMDs and Post Traumatic 
Stress Disorder (PTSD), as noted by the “National Institute of Mental health and 
Neurosciences of India (NIMHANS)”. Studies done by this institute have stated that the 
aftermaths of the disasters caused by climate in India until 2020 subsequently increased the 
risk of mental health of the affected. (88) 

A study conducted post floods in Uttarakhand, Northern India, showed that in the affected 
population, the prevalence of CMDs was more in women (85% and 79.3%, respectively) than 
in men (14.8% and 20.7%). Financial issues, migration, difficulty adjusting, and loss of 
property due to the disaster were the known causes of mental illnesses among this 
population. (89) 

Flood victims, especially women, young and elderly, homes where women are the heads of 
the family, and rural populations face the worst effects of this disaster. Of the affected, 
about 20% face depression, 28.3% face anxiety disorders, and 36% face PTSD. The primary 
causes are homelessness, financial loss, food insecurity, and readjustment, as noted in this 
global literature review on mental health. (90) 

Women are generally affected twice the amount as men in a post-climatic disaster result. 
The effects of PTSD, stress and depression are more prevalent among them due to the 
factors of extreme loss, family displacement, living in traumatised community, and age. (91) 

An observational study conducted post-natural calamities of earthquake and tsunami in 
India found higher levels of depression and anxiety disorder among the affected population. 
Of this, women were more affected (24%) due to depression than men (17%) due to 
displacement, less privacy in disaster relief camps, and discrimination in availing resources. 
(92) 

5.2.1.4 Social media 
Several global studies have noted the relationship between social media and depression. 
The frequency of use results in media fatigue and mental exhaustion, leading to depression, 
stress, and anxiety, especially among young adults, have been commonly noted. (93,94) 

Cross-sectional studies conducted in Western and Eastern India among adolescents and 
undergraduate students found that social media usage frequency and the average lengths of 
visits to social media sites (Facebook, Instagram, Snapchat, WhatsApp) were the critical 
factors associated with depression and anxiety among adolescents and young women. In 
one study, females reported 57.1% depression compared to men at 42.9%. Another study 
observed that “Nomophobia” (anxiety caused by fear of not using a mobile phone, i.e., “No 
Mobile Phone phobia”) is significantly associated with stress, depression, and anxiety. 
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Among this study population, it was observed that 56% of females had depressive features 
due to Nomophobia. (93,95,96) 

Interestingly, a content analysis study conducted in India on social media sites such as 
YouTube and Facebook noted that women used these media mediums to overcome stress 
and depression symptoms. The key factors that helped them were the posts, facts related to 
depression, interaction with peer groups, interpersonal dialogue through these mediums, 
comments, and reactions to their stress during pregnancy and depression. (97) 

5.2.1.5 Gender discrimination 
The forced expectation of having a baby boy and worries about giving birth to a girl was a 
significant risk factor associated with depression and anxiety among pregnant women, as 
established through several cross-sectional studies across India. (73,98,99) 

A major national representative survey report across all states, including all major religions 
practised in India, found that sex-centred abortion is acceptable and showed a preference 
for selective abortion of female foetuses. The study also noted that about 23% of Indians 
perceive that there is more discrimination against women than any other minority religious 
group. Regarding gender attitudes, the study also notes that men receive preference in 
terms of jobs, and women assume the traditional homemaker role. (100) 

A survey study in six Indian states, capturing diversity within India, determined that 
daughters face more restrictions and have less independence at home than sons. Home 
practices, such as male preference for school and how males can easily approach elders and 
state their opinion, create an unhealthy environment at home for female children. Due to 
this sex-specific gender discrimination, which the male child in the family also recognised, 
females reported high vulnerability for CMDs. “Women who eat last” was an interesting 
study in India in different states. It included women over twenty-five years of age and 
shared that defined gender role in an Indian household and eating last is related to poor 
mental health outcomes, attributing it to lack of autonomy. (101,102) 

5.2.1.6 Stigma 
A study conducted on LMICs to explore the various attributes of stigma noted a very high 
burden of CMDs due to stigma. The consequences mentioned were that PWMI faces 
intrapersonal (self-stigma) or interpersonal (prejudices, discrimination) or structural stigma 
(inadequate mental health services) and subsequently, the help-seeking behaviour worsens 
among PWMI. Detailed layers of stigma are available in Appendix B, and the structural 
component will be discussed later in section 5.4. A survey-based study conducted in five 
metropolises in India among PWMI showed that females were more prone to higher rates of 
stigma than men. These included females suffering from self-labelling, perceived 
discrimination, and perceived stigma. The survey was done in urban areas and did not 
represent the rural population. (103,104) 

A clinical study showed that women with mental illness reported substantially more 
perceived stigma than men. The self-stigma associated with females in this study was noted 
to be due to the perception of them being judged by society and related to concerns related 
to marriage prospects. It was also stated that being susceptible to more discrimination is a 
key risk factor in women’s perception of perceived stigma. (105) 

A community-based study on PWMI in Karnataka, Southern India, detected a high 
prevalence of social stigma in females and high-income individuals. The primary risk factors 
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were gender and corresponding community attitude, discrimination, and social 
restrictiveness towards them. People from higher income groups had higher stigma scores, 
which could be related to their concern about reputation in society. (106) 

Another hospital-based case-controlled study in Northern India showed a significant 
correlation between stigma and mental illness; more specifically, women from lower castes 
with CMDs faced more discrimination. (107) 

In India, people in communities in Maharashtra, Western India, young adults and students 
from Gujarat, Western India, revealed minimal knowledge of mental illnesses. Like these 
findings, a systemic review also showed young people stigmatised views and attitudes 
toward PWMI. The factors associated with PWMI were attributed to lack of awareness, 
social distancing, and pessimistic views toward treating mentally ill people. (108,109,110) 

Two cross-sectional studies were done in Northern India and found the cultural and 
religious myths and beliefs about the causes of mental illnesses and depression. Vaginal 
discharge, air pollution, reduced sexual desire, faith in supernatural causes, witchery (black 
magic) and belief in god’s punishment over sins were found to be related to causes of 
depression. (111,112) 

With the similarity in context, two descriptive studies conducted on women teachers and 
the community in Northern India showed that generally, people believe in misconceptions 
regarding mental illnesses. 16% of people believed in myths in the overall society, and about 
62% of women teachers believed in the same. The following (Figure 9) depicts myths 
believed in the community related to mental illnesses. (113,114) 

 

Figure 9: Rank wise distribution of myths and misconceptions of mental illness (114) 

Furthermore, due to cultural structure, informal sources such as folk and religious healing 
are the first point of contact for treatment over modern methods, especially in rural areas. 
In a study reviewing these practices, depending on the patient’s religion, they visit temples, 
mosques, and churches or reach out to the folk sector wherein different techniques such as 
prayers, flogging, chanting spells or are given amulets to cure mental illness. The key reason 
for preference of the above practices over a medical doctor’s help is stigma, feeling of 
safety, and lack of awareness or non-availability of professionals. (115) 
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5.2.2 Trauma, Violence and Abuse  
 

According to WHO, violence is a significant public health problem that may start at a young 
age for men and women. Globally 736 million women face sexual, physical, and emotional 
violence by their partners, families, or non-partner. The ongoing COVID-19 pandemic has 
added to this problem, with the violence rates increasing alarmingly across the globe. The 
situation worsens in LMICs, where an estimated 37% of women face violence (types of 
violence are described in Appendix C). Also, younger women (15-24) years are most affected 
due to this problem, and about 16% of these women face violence from their intimate 
partners. More time spent with partners during the lockdown and lack of health services are 
some critical factors associated with this increase. (116,117) 
 

5.2.2.1 Domestic Violence and Intimate Partner Violence (Physical, Sexual, and 

Emotional) 

Several systemic reviews in India note that domestic violence (DV) and Intimate Partner 
Violence (IPV) disproportionately affect women. These reviews show that about 60% of 
women face depression and anxiety due to IPV. Risk factors identified were young age, low 
SES, disability, and abuse from family as a child. In India, by law “Protection of Women from 
Domestic Violence Act 2005”, DV includes physical, emotional, verbal, sexual and economic 
abuse. (118,119,120,121) 

The “National Family Health Survey of India (NFHS)”, 2019-2020, has found that 30% of 
women between 18-49 faced physical violence, and 32% of women met IPV. Figure 10 
shows the percentage of married women that faced IPV per state in India, 2019-2021. 
Although the survey deep dives into the various characteristics and forms of violence 
against women, it especially does not investigate the mental health effects of this violence. 
(122) 

 

Figure 10: Percentage of married women who experienced spousal violence, India, 2019-21 (122) 
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Dowry is a practice in India where the bridegroom’s family demands wealth from the bride’s 
family to proceed with the marriage. Not fulfilling this demand may result in harassment 
and violence against women. Studies conducted in India on dowry survivors and divorced 
women showed that the survivors encountered violence, dowry harassment by in-laws, loss 
of self-respect and identity, trauma, and financial loss. Also, these studies showed a high 
prevalence of CMDs among WRA. Furthermore, another prospective cohort study 
conducted in India based on over twenty thousand adolescent married and unmarried 
women found that married adolescents (15-19 years) were 3.3 times more prone to severe 
depression than unmarried adolescents. This study also noted that one of the primary 
reasons for depression was dowry-related abuse by husbands. (123,124,125) 

Furthermore, two studies conducted among pregnant women in Western and Eastern India 
also found similar reasons. In these studies, depression disorder was found in 41.5% and 
36% of the study populations. (126,127) 

DV and its effects on mental health were also studied in Northern India, wherein the women 
who faced DV in the previous year had 2.5 times more chances of reporting CMDs and 
suicidal thoughts. The study also showed that suicide attempt was committed by 0.8% of 
women participants in their life. (128) 

Also, a study conducted to understand the controlling, threatening and psychological abuse 
among urban dwellers in Mumbai, Western India, reported that 70% of dwellers experience 
DV. Among them, 60% had depressive features, 40% said to have anxiety symptoms, and 
17% expressed thoughts of committing suicide. (129) 

A hospital-based qualitative study in Uttar Pradesh, Northern India, revealed that women 
who faced Sexual Violence (SV) had symptoms of CMDs. The other key aspect noted was 
that the victimisation of women who have faced sexual assault also increased fear and 
anxiety. Sexual assault by family (in-laws, uncles) and teachers were other critical causes of 
PTSD. The study mentions that a mixed methods approach is required to understand SV and 
the correlation of CMDs further. (130) 

Similar findings were revealed in a systemic review of married Indian women exposed to SV, 
where the prevalence of CMDs ranged from 9% to 80%. The study also showed that among 
women who faced SV and marital rape, 14% had symptoms of PTSD. (131) 

A survey was done in two Northern states in India wherein 12,972 girls participated. It 
concluded that about 25% of girls had past experiences of violence, either emotional, 
physical, or sexual. Of these, depressive symptoms were seen in married (8%) and 
unmarried girls (5%). Contributing factors in married women were IPV, and among 
unmarried adolescents, it was internet-based harassment. (132) 

The association between depression and childhood abuse has also been observed in two 
other studies (retrospective and cross-sectional) conducted in Southern India. In one of the 
studies, 17% of women with a history of child abuse showed depression. (133,134) 
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5.3 Protective and Resilient Factors  
 

A qualitative study conducted in Southern India among low-income working mothers 
residing in slums found that the prevalence of CMDs was high among this study sample. The 
study found that the positive protective factors for these women to cope with CMDs were 
support from family and husbands, social support from friends, and colleagues at work, 
support at home for household chores, financial support from husbands and a better work 
environment. (135) 

Likewise, another qualitative study conducted in Western India on mental health service 
users found that familial support was a critical protective factor for women to cope with 
CMDs. Additionally, this study adds that peer, financial support, education, increasing 
awareness and provision of required resources and treatments are other critical protective 
factors to be considered. (136) 

A cross-sectional hospital-based study conducted in Eastern India among women with 
depression found that the critical coping and resiliency factors were seeking social support, 
acceptance of the condition, humour, and a positive attitude towards depression. (137) 

A population-based study was done in Northern India to understand the coping mechanisms 
of Indian homemakers with chronic stress. The results showed that women pray, confide in 
the family, and distract themselves by watching TV shows which were vital coping strategies 
to deal with day-to-day stress. Similarly, studies done in China show that social support and 
good family relationships positively impact CMDs. (138,139,140) 

In Western India, a comparison study between married non-working and working women 
tested them on positive and negative coping mechanisms. The results showed that 
employed females had effective coping mechanisms and better mental well-being than 
women not employed. The following factors were attributed to better coping strategies in 
working women: financial and emotional autonomy, active social life outside the home and 
better physical health; on the other hand, homemakers showed negative coping styles 
(especially learned helplessness). (141) 
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5.4 System-based Factors  
 

This section covers India’s mental health system, categorised under health system issues, 
treatment access and insurance and corresponding interventions related to mental health. 

5.4.1 Health System Issues  

Although a national health programme is available in India, implementation across various 
states has been noted as a problem according to the latest National mental health system 
report, 2015-2016. (142) 

5.4.1.1 Human Resources  
According to the WHO national mental health atlas of 2017, it was identified that the total 
number of mental health workers (per population of 100,000) was 1.93, the number of 
psychiatrists was 0.29, and the number of mental health nurses was 0.80 in India. The deficit 
was above 70% just for psychiatrists. (143) 

The national mental health system report, which covers twelve states 1 below across India, 
found that the number of trained doctors in mental health per 100,000 population was low 
in all the states compared to the high-income countries where the number (per 100,000 
population) of psychiatrists is eight and the nurses is 29. The annual training intake on 
mental health in the affiliated institutions ranged from 0-52% (Figure 11). (45,142) 

1 

Figure 11: Mental health human resource capacity across states (142) 

A cross-sectional study based on online psychiatric training seats conducted in 2019 across 
all states in India noted that all states in India (except Mizoram, East India) have a 
psychiatric deficiency of 75%, and annually only 868 new psychiatrists are trained. One of 

 
1 AS - Assam, CG - Chhattisgarh, GJ - Gujarat, JH - Jharkhand, KL- Kerela, MP - Madhya Pradesh, MN - Manipur, PB - Punjab, RJ - Rajasthan, 
TN - Tamil Nadu, UP - Uttar Pradesh, WB - West Bengal 
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the reasons noted was the migration of psychiatrists to developed countries and the more 
privatising medical education and institutes. (144) 

5.4.1.2 Mental health literacy and training 
In a study conducted across twelve states in India, although formal training programs for 
mental health care were present, they have been active in less than 50% of the districts in 
these states. Similar findings were noted in cross-sectional studies done in multiple states of 
Maharashtra, Gujarat, and Karnataka. In the Maharashtra study, about 64.28% and 30.43% 
of medical nurses and medical service users were ill-informed, ill-educated, or ill-trained on 
mental disorders. In all these studies, the medical officers and nurses believed that women 
with PD had unrealistic expectations, unable to cope with motherhood, and believed in 
myths and stigmatised views as causes of this PD. (142,145,146,147) 

The lack of mental health literacy has been noted in studies done on adolescent girls in 
Southern India through questionnaires and vignettes. The results showed that in one of the 
studies, only 8% of the girls could identify depression. However, in both these studies, the 
girls did not believe that seeking medical professional help or need for intervention was 
important. Also, the preferred method of seeking help was through informal sources such as 
family. Similar findings were shown in a mixed method study conducted in Vietnam, where 
medical health literacy was very low among participants, where the study sample size 
majorly consisted of women. (148,149,150) 

5.4.1.3 Communication  
The national mental health system report noted that although the Information, Education 
and Communication (IEC) materials were available in local languages in multiple states and 
districts, the utilisation of these IEC materials was significantly less or, in some cases, none. 
The channel for sharing IEC materials was either through pamphlets or posters. Also, there 
was no state-specific plan to distribute these IEC activities. (142) 

5.4.1.4 Mental health financing  
A systemic review of the National Mental Health Policy and union budget allocation for 
mental health 2021-2022 noted that 93% of the overall mental health funding was allocated 
to two state-level institutions in Karnataka, South India and Assam, East India. Also, it was 
noted that for the successful execution of the “Mental Health Care Act (MHA)”, 2017, the 
estimated budget would be Indian National Rupees 940 million. However, due to the 
expenditure over previous years being Indian National Rupees 50 million, it was noted that 
there is under-utilisation of funds. Also, due to already existing financial issues at the state 
level, the implementation of MHA is further hindered. (151) 

A global return on investment analysis that included countries from low to high income 
showed that scaling up treatment of CMDs leads to sizeable economic productivity, so 
governments should enhance and invest in their mental health programs. (152) 
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5.4.2 Treatment access and insurance  
 

5.4.2.1 Infrastructure and access  

As shown below in Figure 12, the number of government mental health care facilities per 
NMHS states, only the states of Tamil Nadu and Karnataka, Southern India have a more 
significant number of facilities than other states. However, these facilities are less in number 
in rural parts, making them inaccessible to people not staying in cities, especially women. 
Also, due to no proper coordination between private health facilities and government 
agencies to maintain the details electronically, data from the private sector is unavailable. 
Likewise, the specific details of mental health clinics dedicated to women, especially for 
treatment for CMDs, were not noted. (142) 

1 

Figure 12: Mental health care facilities in NMHS states (142) 

An analysis conducted on the provisions of the MHA about women facing mental illness 
found that in the female wards of the regional mental hospital of Pune, Western India, the 
sanitary conditions of patients were inadequate. There was no privacy for women during 
bathing; the patients' dresses were not in an appropriate state. Similarly, in multiple 
government hospitals across the country, it was found that in female wards living conditions 
of the mentally ill patients were sub-optimal. (41) 

DMHP, 1996, was launched to improve accessibility and focuses on community-based 
service programs related to mental health in India. As shown below (Figure 13), the main 
components and services of DMHP covering both men and women facing mental illnesses 
are to provision satellite and mobile clinics, provide school and college counselling services 
and link various groups to non-governmental organisations. Although the program should 
cover 718 districts of India, as of 2021, it is currently available in 241 districts. Furthermore, 
not all districts have mental health professionals available to implement it successfully. 
(153) 
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Figure 13: DMHP components (153) 

5.4.2.2 Insurance  

In line with MHA 2017, the government of India launched an insurance scheme, "Ayushman 
Bharat Yojana (PM-JAY)", in 2018. Although this scheme focuses on mental health illness 
treatment and includes women and girls, it only applies to public sector hospitals. Private 
hospitals and facilities have been kept out of this scheme. In India, most health care 
financing happens through individual out-of-pocket payments. Financial constraints are one 
of the limiting factors to not seeking mental illness treatments noted by 28% of rural and 
20% of urban populations. Since respective states are responsible for implementing the 
scheme and most of the CMDs being treated by private hospitals, and less accessibility in 
rural areas, the treatment gap is further increased for CMDs. Furthermore, the qualification 
criteria for the insurance scheme private or public sector are overly complex. Private 
insurance schemes have a predetermined premium cost for pre-existing conditions, 
increasing out-of-pocket expenditure. They do not consider factors such as duration of 
treatment, non-compliance by patients as the treatments are generally involuntary, and 
rehabilitation services such as counselling. (27,154,155) 

A national sample survey data of persons with mental disorders in outpatient and 
hospitalisation cases were analysed to find the health care utilisation and financial support 
offered by public and private insurance schemes, which included ABY. The findings of this 
study showed that over 65% of women preferred private health care services. The 
significant reasons for depending on private care were sub-optimal quality of care, long 
waiting time and poor hospital resources in public care facilities. The mean insurance 
coverage for women aged 15-44 was 25.85%. There were high out-of-pocket expenses 
incurred due to the preference for private hospitals. Less awareness of public insurance 
schemes and low accessibility of facilities influenced women's poor public health care 
utilisation. (156) 
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5.4.3 Identification and intervention issues 
 

5.4.3.1 Screening and intervention programs 

India has introduced several interventions (pilot and ongoing) for women. For example, 
“Janani Suraksha Yojana” was introduced in 2005. Women who deliver at public hospital-
based facilities would receive one-time cash transfers from the central government of India 
to encourage institutional deliveries. A study was conducted to see if this scheme affected 
women’s mental health in 2015 and saw a reduction in maternal depression rate (8.5%) 
among women who received cash. However, one primary impedance was that money was 
not transferred consistently due to administrative issues. (157) 

However, several interventions and initiatives have gained momentum post-MHA 2017, 
collaborating with NMHP and DMHP to identify, treat, and promote mental health. Depicted 
below (Table 5) are various private and government-initiated community-based programs 
(Q), capacity-building programs (C), and digital-based interventions (D) that take into 
consideration WRA and CMDs. These programs were initiated to enhance and promote the 
current mental health services. 

Table 5: Interventions of mental health care - achievements and issues in India 

Intervention Program  description  Targeted 
Population 

Impact (A) and/or Issues (I) Years in 
effect 

“Amma Manasu”, 
Kerala, Southern 
India (158) (D+Q) 

• Integration of regular 
screening during the 
perinatal period by 
community health 
workers for CMDs 

Pregnant women • Successful state-wide 
implementation of the 
community-based 
program (A) 

• Positive outcome of a 
reduction in the 
severity of depression 
(A)  

2017 - 
Present 

“Systematic 
Medical Appraisal 
Referral and 
Treatment Mental 
Health Project”, 
Andhra Pradesh, 
Southern India 
(159) (D+Q) 

• Digital technological 
use for screening, 
referral, and 
treatment of CMDs 
by primary health 
care workers 

• Anti-stigma 
campaign  

Individuals at 
high risk of 
CMDs 

• Combined approach 
helped increase service 
utilisation (A)  

• Stigma attached to the 
mental health in these 
districts decreased (A) 

• Further evaluation on a 
large-scale needed as a 
study conducted in one 
district only (I) 

2014-2019 

“School Health 
Programme under 
Ayushman Bharat” 
(160) (C) 

• Integrating mental 
health programs at 
the school level 
through training 
teachers on mental 
health awareness 
and CMDs 
prevention 

Children up to 19 
years 

• Training many teachers 
is a time taking process 
(I) 

• Lack of availability of 
teachers in rural 
regions (I) 

• Too many programs 
under one umbrella (I) 

2018 - 
Present 

“NIMHANS Stree 
Mano Raksha 
Project” (161) (C) 
 
 
 

• Training in trauma-
informed care 

Women facing 
Gender-Based 
Violence 

• No studies found on 
utilisation and efficacy 
of the program yet 

2022  
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“Tele mental 
health program 
24*7” (162) (D) 

• Network of twenty-
three mental health 
centres that will 
provide counselling 
services to deprived 
areas in the country, 
predominantly rural 
areas 

The general 
population of 
India 

• Will reach a wider 
audience (A) 

• Less clarity of 
operational aspects of 
the programs (I) 

• Currently being field 
tested, and overall 
feasibility and utility 
are unknown (I) 

2022 

“MANAS Project”, 
Goa, Western India 
(163) (C) 

• To test if non-
specialist community 
workers could be 
integrated into 
primary health care 
centres for the 
treatment of CMDs 

People with 
CMDs 

• Cost-effective 
intervention for 
screening by 
encouraging task-
shifting  (A) 

• To further understand 
depression recovery 
rates among people 
with CMDs, a more 
extensive study across 
various regions is 
needed (I) 

2007-2009 

“ ‘SMS’ for mental 
health”, Bangalore, 
Southern India 
(164) (D) 

• To test if sending out 
text messages was an 
appropriate method 
to promote mental 
health in the Indian 
context 

Girls aged 16-18 
years 

• Acceptable method 
among young women 
from low-income urban 
areas (A) 

• To further scale up the 
project, consent, 
privacy, and 
confidentiality issues 
must be addressed (I) 

• Secondary support 
services to be created 
for additional 
information sought by 
girls as part of their 
discussion (I) 

2014 for 
one 
month 

“Dava-Dua model“, 
Gujarat, Western 
India (165) (Q) 

Collaboration of 
psychiatrists and faith 
healers with a patient-
centred approach to build 
trust in service providers 

Psychiatric 
patients 

• Successful in delivering 
psychiatric treatment 
services to the PWMI 
(A) 

• Further studies on 
ethical issues 
concerning religious 
beliefs are needed 
before scaling up the 
project (I) 

 

2008-2018 

“Nae Disha” 
intervention- 
Uttarakhand, 
Northern India 
(166) (Q) 

Curriculum-based mental 
health and resilience 
intervention focused on 
the reduction of 
symptoms related to 
CMDs, increased self-
efficacy, resilience and 
improvements in 
attitudes toward gender 
equality 

Disadvantaged 
young women 

• Scalability of the 
program is achievable 
(A) 

• Low-cost intervention 
(A) 

• For external validity, a 
large-scale study is 
needed (I) 

2015-2016 
for 15 
weeks 
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Hybrid teaching 
models -Training 
Primary care 
doctors, Eastern 
India (D+C) (167) 
 
Accredited Social 
Health Activists 
(ASHAs), Southern 
India (D+C) (168) 

To build capacity at 
primary care centres for 
more extended periods 
by using digital platforms 
to reach a population 
where psychiatrists are 
not present  

General 
population  

• Number of cases 
identified increased 
due to better skills 
retention (A) 

• Community workers 
identified severe 
mental illness quickly 
but identifying CMDs 
was a challenge (I) 

• Transfer of doctors to 
different areas made it 
difficult to retain them 
(I) 

2017-2018 
 
 
 
 
2018-2021 

Thinking healthy 
program – 
Western India and 
Pakistan (169) (Q) 

Local women within the 
community to provide 
psychosocial support 
based on principles of 
cognitive behaviour 
therapy by providing 
three-day training and a 
fixed salary per session 

Depressed 
mothers 

• Reduction in the 
prevalence of 
depression (A) 

• Peers’ emotional health 
needs to be considered, 
as they are not 
professional healthcare 
workers (I) 

2012-2014 

 

In India, these programs have been tried and tested across various settings and have 
included women as a target population in their study. Although these interventions have 
been effective in enhancing mental well-being, further scaling up these successful 
interventions at the national level is required. Studies in Peru, Brazil and other LMICs have 
also shown that community-based interventions such as community outreach programs 
(training and awareness) similar to India, as noted above, address mental health effectively. 
Likewise, task shifting and task sharing based on studies in LMICs reviewed by WHO and as 
shown above in India to address the shortages of mental health human resource capacity is 
also an advocated method. (4) 

To address gender equality, a mixed-method gender-based intervention done in a district in 
Western India engaging male members showed a greater acceptance of gender equality and 
change in behaviour in the intervention group. The interesting point about this intervention 
was that it was primarily focused on engaging and encouraging men. The limitation was that 
it lacked a counterpoint view of women as they were not part of the study population. (170) 

DV training support programme in the United Kingdom, similar to the “NIMHANS Stree 
Mano Raksha Project” (161) above, showed that to improve the response of women (over 
the age of 16) who face DV, conducting a two-hour training to the clinical staff and one-hour 
training to the support staff at primary clinical centres is a cost-effective intervention. The 
outcome of this program helped primary care staff respond better to women who faced DV, 
encouraging more women to talk about the DV they encountered. (171) 

In Australia, Canada, New Zealand and the United Kingdom collaborating with “Person(s) 
with Lived Experience” and getting their insights on mental health research, intervention 
programs and policy-making process have yielded better outcomes on overall treatment 
care packages created and health outcomes of patients. However, it was noted that their 
involvement is minimal in Asia. (172) 
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5.4.3.2 Alternative medicine  

 

In India, in 1995 government created a department for the Indian system of medicine and 
homoeopathy. This was to improve, encourage and integrate the system of alternative 
medicine use in India. In 2003, it was renamed "AYUSH (Ayurveda, Yoga and Naturopathy, 
Unani, Siddha, and Homeopathy)". These alternate medical treatments have been used for 
mental illness treatments for centuries in India. As of 2018, there are over 700,000 
registered AYUSH doctors in India. There are ongoing clinical trials to further understand 
these programs' efficacy and provide evidence-based recommendations and approaches to 
scale up these programs across India. No specific WRA and mental health-related studies 
were found for AYUSH except for yoga. (173,174,175) 

Yoga is perceived as a form of exercise that helps manage stress effectively. A comparative 
study was done on women in Western India to test this. One group had joined yoga classes, 
and the other did not, and they were re-evaluated. The result showed that yoga was an 
effective mitigating factor in reducing anxiety, depression and stress among women who 
attended yoga sessions. A similar randomised control study was done at a tertiary hospital 
in Southern India among caregivers of patients and saw a significant reduction in CMDs and 
improved stress in the group that practised yoga compared with the control group. Similar 
results were seen when a randomised control study was done in Germany to show the 
positive effects of yoga after three months on patients with depressive disorder. 
(176,177,178) 
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6 Discussion  

India is a fast-growing economy with a vast population; there is double the burden of 
communicable and non-communicable diseases. CMDs among women are a significant 
public health concern. This paper's objective was to identify the factors affecting the CMDs 
in women of reproductive age in India and identify the gaps in the existing mental health 
system, policies and interventions. The framework helped to identify these factors and the 
interlinkages among various layers during this review. However, as it was created in a 
developed nation, for an LMIC like India, the additional elements missing, such as health 
systems resources, infrastructure and financing, are also relevant and covered as a part of 
this review. Therefore, adapting this framework based on the appropriate LMIC context is 
also essential, as all elements would not apply to a developing nation.    

Though all the findings above hold for this burden, there are a few important ones that 
need more attention and working on these in the future could decrease the prevalence and 
treatment gap. One of the findings of this review was that biological factors play a vital role 
in WRA, and the risk of developing CMDs due to them is very significant. However, the 
awareness around understanding the "Why" of this is very little across communities in India. 
As further explained below, there is also a strong interlinkage between these and 
environmental factors.  

Through findings, the first critical factor recognised was gender discrimination against WRA, 
which can be attributed to various reasons, discussed later in this section. The second stand-
out element was the stigma around mental health, which has been addressed worldwide 
yet is highly important in the Indian context at the individual, community, healthcare and 
policy levels. Findings show that due to religious practices and views prevalent in society, 
including medical practitioners, CMDs are not given the importance and attention that 
PWMI need to receive the proper treatment. There was an evident dependency on system-
based factors such as the utilisation of health services and stigma noted through findings. 

Third, an important factor identified was exposure to physical, verbal or psychological abuse 
on WRA in childhood or adulthood, which increases the risk of CMDs. The exposure to 
violence was further exacerbated with the ongoing COVID-19 pandemic due to lockdown 
and more restrictions on WRA's independence to leave home, thereby being more exposed 
to violence by partners or family. The last factor of the health system and its shortcomings 
concerning CMDs in WRA needs to be addressed to uplift the mental health and well-being 
of women in India.  
 
The role of individual factors and their influence on CMDs in WRA  

While starting with biological factors, one of the essential thoughts was to answer the 
question of 'why is it crucial to study them in relation to public health?' To further 
understand this, findings reveal that women have oestrogen hormone that fluctuates 
throughout their reproductive life, unlike men, severely affecting CMDs. If these vulnerable 
periods are identified and then focused upon, we gain better insights to formulate the 
necessary interventions. In addition, these phases in women's lives lead to different mental 
health issues interlinked with environmental factors and gender roles. 
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In India, talking about menstruation is considered taboo, and a question arises whether 
people are even aware of premenstrual syndrome as there is very little awareness about it 
and how to approach it. Introducing screening checks in schools or communities based on 
interventions noted in findings for identifying cases of PMDD will be helpful. Adolescent girls 
during developmental stages face more restrictions than boys in the same households, and 
their autonomy is lost when they are young adults. It is linked to the environmental factor of 
gender inequality. As noted in the findings, programs should focus on this age group by 
planning interventions involving fathers/men from the family to promote gender, which is 
also the United Nations Sustainable Development Goal. 

In India, women also face a high level of stress and anxiety, which is induced due to the 
pressure of in-laws and families to give birth to a baby boy. In addition, women are labelled 
as bad mothers or unable to cope with motherhood. However, there is little understanding 
of PD that they may suffer. This further shows the interlinkage between environmental and 
systemic factors, i.e., lack of health literacy, stigmatised views among the general public 
and, in some cases, even medical practitioners. 

As shown in the findings above, individual factors play a vital role in WRA, increasing the risk 
of CMDs. However, there can be two approaches to reducing this effect: first, improving 
health workers' awareness through training on perinatal depression and anxiety. Second, 
peer-based intervention where mothers act as delivery change agents to share the 
experiences, using pictures and narratives focused on behavioural activation. 

The role of environmental and protective factors and their influence on CMDs in WRA  

In India, as shown in the findings, a chauvinistic gender view leads to gender inequity. 
Moreover, right from childhood, there is more gender bias toward educating boys than girls, 
contributing further to CMDs, as it nurtures the fear of anxiety among girls as they enter 
adulthood.  

Adding to this problem are the societal practices of sex-selective abortion, i.e., seeking only 
a male child and aborting a female foetus and dowry. As the findings show, these practices 
create unwanted risks of CMDs due to conflicts with in-laws and husbands. Although India 
has implemented laws to ban these practices, due to fear of divorce, in some cases, physical 
violence suppresses their voice to speak against these practices. Furthermore, the 
discriminatory view that women are responsible for household chores and stay as good 
"wives" creates a vicious cycle that builds chronic stress.  

The crucial findings of protective factors which help overcome this stress among WRA were 
familial support, peer support and independence in pursuing employment. Steps must be 
taken on the grassroots level to empower women and increase literacy. Creating more 
opportunities for women's work, especially in rural areas, increases their financial security, 
which helps them overcome the stress that induces CMDs. Even though there are programs 
introduced in India around women empowerment, the systemic issues at the state level to 
implement these are still a problem which needs to be addressed by the government. (179) 

Stigma is deeply rooted in Indian society and is an essential factor that impedes women's 
use of mental healthcare services and help-seeking behaviour. The evidence clearly shows 
that this factor affects WRA at individual and community levels through self-stigma or by 
others discriminating against PWMI. Also, across various facets of society, it is primarily 
believed that mental health is not a condition that needs treatment but rather is caused due 
to black magic or other myths. This lack of awareness or misinformation leads to believing 
that PWMI does not require medical or psychological support. Although pilot interventions 
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have been introduced recently in India to create more awareness of stigma, further 
utilisation of already existing communication interventions such as radio would effectively 
promote mental well-being to far-reaching parts of society. Literature shows that this 
medium is successful in various countries such as Nigeria, The United Kingdom, Syria and 
Afghanistan in promoting gender-specific interventions. (180) 

The evidence clearly shows that even though the cases are underreported in India, the 
abuse and violence in various forms are staggeringly high against WRA. Abuse by husbands 
and in-laws, marital rape, and internet-based harassment have taken a toll on WRA and 
contribute severely to the increase in CMDs. WRA carry a history of abuse since childhood, 
which shows that this is normalised in society. Even with the laws drafted against DV and 
interventions started to address this, due to the sensitivity of the problem, implementation 
and systemic issues, there is a need for community awareness, and the primary 
responsibility lies with either state level or district level program enablers. 

Mental Health System Challenges 

India has enhanced national and district-level mental health programs over the past decade. 
Findings show several pilot studies in India coordinating with the government or private 
sector for mental health. However, there is a systemic issue with implementing these 
programs due to a lack of skilled human resources, low financing for mental health 
programs, and low utilisation of the allocated funds, training and communication. Despite 
rising cases of CMDs and suicides caused by these disorders and being included as an 
outreach component of DMHP, the government has yet to implement a national strategy for 
suicide prevention.   

Introducing multiple programs ("Yojanas") also adds to the problem, as the proper 
implementation and communication to the target population is still insufficient. As findings 
show, for example, the cash transfer program that helps reduce maternal depression needs 
further strengthening to overcome administrative issues. The government's role is key to 
establishing a well-recognised medium in generating this awareness of the programs. There 
is also a need to decentralise funds to all central, state and district level hospitals. Currently, 
only a few institutions receive most of the funds for research, development and 
implementation of interventions for mental illness.  

The lack of accessibility to public hospitals in various states and regions forces WRA to seek 
mental health care in private hospitals. The complexity of how the private insurance 
schemes are built not to cover the additional care needed for PWMI, thereby creating a high 
out-of-pocket expenditure, further drives WRA away from seeking treatment. The 
affordability of private insurance is an issue for people with low SES, so seeking care in 
public hospitals is the only option. Though ABY covers public mental health care costs for 
government hospitals, the inadequate quality care and limited public mental health 
institutions and services available for treatment add to the existing treatment gap. 
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6.1 Strengths and limitations of the study  
 

Throughout this study, the various interlinkages between factors that affect CMDs in WRA in 
India have been shown systematically. The framework has also helped logically and 
sequentially explore biopsychosocial dimensions, bringing the necessary attention to the 
policymakers on the existing burden of CMDs in WRA in India. One of this study’s additional 
strengths is that the literature includes a combination of quantitative, qualitative, and mixed 
methods studies providing analysis from various viewpoints. Finally, this study shows a 
holistic view of the multiple factors that affect the mental well-being of WRA.  

One of the limitations of this study is that due to the vastness of various regions in India, 
there could be a possibility that all relevant literature on every state may not have been 
included for all factors. Another limitation is that some of the cross-sectional studies used in 
the review had a small population,  which meant results could not be generalised. 
Furthermore, some studies have used self-reporting techniques for reporting symptoms of 
CMDs and have not been clinically diagnosed, which could have contributed to their results 
bias. Additionally, various studies in the review define CMDs with the inclusion of PTSD. 
However, this may not always meet the current diagnostic criteria set by the “International 
Classification of Diseases (ICD-11)” or the “Diagnostic and Statistical Manual of Mental 
Disorders (DSM-V)”. Finally, due to the limited number of longitudinal studies, establishing 
causal relationships among factors was difficult; future studies need to consider the 
longitudinal approach. 

 

7 Conclusion and Recommendations 
  

7.1 Conclusion  
 
In India, gender disadvantage and environmental and system-based factors contribute 
significantly to the risk for CMDs among WRA. Biological factors also play an essential role as 
women in their reproductive years are especially vulnerable. Gender discrimination, 
changing climatic conditions, poor SES, and physical, verbal and sexual abuse increase the 
likelihood of WRA being prone to CMDs. There is a widening treatment gap due to low 
health literacy and self-perceived and community-induced stigma. It leads to minimal help-
seeking behaviour among WRA. Although CMDs are a public health problem, especially 
among WRA, government financing for this is still minimal. As established from the findings, 
less accessible healthcare and other system-based factors induce dropouts of women 
seeking mental health care. Familial and societal support is crucial in protecting the increase 
of the CMDs among WRA. Thus, cross-sectoral interventions and actions aiming at poverty 
alleviation, increasing health literacy and awareness among all sections of society, and 
promoting mental health are needed. Interventions should be planned to ensure their 
availability across women’s lives and should also be focused around vulnerable timeframes 
to enhance the mental well-being of WRA.  
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7.2 Recommendations  
 

The following recommendations were formulated for cross-sectoral actions, community-
level actions and the health systems actions needed for enhancing the mental well-being of 
WRA considering the evidence through findings. Additional suggestions for future research 
on CMDs and WRAs are also shared below. 

 

 Cross-Sector Actions 
 

• Policymakers should align with other ministries such as the “Ministry of Rural 
Development” and “Ministry of Education” across national, state and district levels to 
introduce awareness about PMS and PMDD in schools and universities by introducing 
the training curriculum for teachers on CMDs prevention. 

• Policymakers should collaborate on enhancing cash transfer programs and creating 
more work opportunities at the community level, thereby empowering women. This 
cross-collaborative approach can be led and monitored at the national level by the 
“Ministry of Finance”, “Ministry of Health and Family Welfare”, and “Ministry of Women 
and Child Development” and decentralised further to states and districts from an 
implementation standpoint. 
 

 Community-Level Actions  
 

• NMHP and DMHP should adopt community-level training programs to create awareness 
and task-shifting (train lay health workers on CMDs). These programs should aim to 
build capacity in rural areas and use the existing IEC channels to promote mental well-
being. 

• Scaling up the existing successful interventions at the community level across India 
should involve men, WRA and “Person(s) with Lived Experience“. 

• State health ministries should implement continuous awareness programs regarding 
anti-stigma using mediums such as dramas, plays, tele mental health programs, SMS and 
radio communication. 

• Services must be expanded to include screening and referral at district-level antenatal 
clinics for CMDs in the initial phases. This expansion program can be included under 
DMHP to grow across all the districts. In addition, it can leverage the Accredited Social 
Health Activists (ASHAs) for this implementation in areas with a capacity shortage. 

 
 Health System Actions 

 

• Policymakers should increase the mental health budget at national and state levels with 
a particular budget allocation to women-centred programs at the primary centre level 
addressing mental illnesses and prevention strategies. The national level budget needs 
to be distributed across all the mental health institutions beyond the few current 
institutions primarily receiving them to increase mental health services, human resource 
capacity, and skill enhancement of mental health workers, thereby reducing the existing 
treatment gap. 
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• NMHP and DMHP should include the continuous monitoring and evaluation of all 
interventions implemented to improve and enhance the output and impacts of these 
programs. 

• Policymakers should consider expanding “Ayushman Bharat Yojana (PM-JAY)” to include 
private hospitals and facilities to cover mental health treatment costs and reduce out-of-
pocket treatment costs. This Yojana should be further enhanced by having components 
such as counselling and rehabilitation services required for PWMI to overcome CMDs.  

 
 Research Action 

 

• Further research should be conducted in India by taking a longitudinal and regional-
specific approach considering the role of stigma, gender discrimination, violence against 
women, health system issues, and the effect of these factors on the risk of increase of 
CMDs in WRA. Understanding the causal relationship and how these factors influence 
this public health problem is essential. This new evidence would help formulate the 
necessary prevention interventions in future. 
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